Paramedics frequently encounter critical incidents (CIs). Their emotional, cognitive, and behavioral responses to these encounters present them with a variety of difficulties on the way to, during, and after events. The aim of our study was to examine how paramedics working in a large emergency service organization in Israel experienced CIs and the coping strategies they used to deal with these experiences. We interviewed 15 paramedics from this organization. Through data analysis, we revealed two main themes: (1) between connection and detachment and (2) between control and lack of control of the situation. Paramedics, who connected with their feelings regarding the patient and/or the family in different CIs, as well as those who sensed a lack of control, experienced difficult and negative emotions. To achieve detachment, they used a variety of coping strategies. Those who experienced cognitive and functional control of the situation reported a positive and empowering experience.
Paramedics are frequently exposed to critical incidents (CIs) involving human suffering and life-threatening situations. Their reactions to these encounters are potentially harmful to their mental health and emotional well-being (Alexander & Klein, 2001; Bennett, Williams, Page, Hood, & Woollard, 2004; Clohessy & Ehlers, 1999; Regehr, Goldberg, & Hughes, 2002) . One possible effect is the development of posttraumatic stress symptoms (Bennett et al., 2005; Regehr, Goldberg, & Hughes, 2002) . Mitchell (1983) coined the "critical incident" concept. He was referring to any situation that causes exceptionally strong emotional reactions in emergency service personnel, potentially hampering their ability to function, either at the scene of or after an event. A large part of paramedics' work includes exposure to and dealing with CIs (Nirel, Goldwag, Feigenberg, Abadi, & Halpern, 2008; Regehr, Goldberg, & Hughes, 2002) . CIs include patients in life-threatening situations-defined as an illness or injury that threatens the patient's survival (Sanders, 2007) . In these situations, the paramedic's role includes administering immediate treatment and performing advanced, medical, life-saving procedures in an out-of-hospital setting (Sanders) .
Most studies dealing with exposure of ambulance personnel to CIs have addressed the negative implications for their mental and physical health (e.g., Alexander & Klein, 2001; Bennett et al., 2004; Bennett et al., 2005; Clohessy & Ehlers, 1999; Gallagher & McGilloway, 2008; Halpern, Gurevich, Schwartz, & Brazeau, 2009a , 2009b Sterud, Ekeberg, & Hem, 2006) . Nevertheless, little attention has been given to the distinction between the different events in terms of their characteristics, and to the emotional experiences of the workers involved. These studies were focused mainly on the ambulance personnel as one entity, giving scarce attention to paramedics as a separate group. Therefore, a study of how paramedics experience these events is needed.
Research on ambulance personnel's experience and coping with encounters with CIs is scarce. One study (Halpern et al., 2009b) emphasized the importance of identifying ambulance personnel's emotions following exposure to CIs, to make them aware of the need to seek 
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assistance and support and to legitimize expressing these emotions. Halpern et al. described primarily vulnerability, discomfort, and overwhelming compassion evoked by events that ended with a patient's death. The study participants had difficulty describing this sense of compassion and even admitting its presence. Instead, they reported frustration, anger, sadness, and emotional numbness. Halpern et al. suggested that these negative emotions might have been generated by the threat posed by the compassionate emotions to the ambulance personnel's professional identity as emotionally strong individuals and to their ability to remain calm during the event.
In addition, when unable to help the patients, they doubted their professional competence and capabilities, and described experiencing guilt. Some blamed the emergency organization for giving incorrect information about the event at the dispatch stage, or for not providing support in the aftermath.
Intervention in serious crisis situations or witnessing human tragedy might carry a cost for relief workers (Eriksson, Vande Kemp, Gorsuch, Hoke, & Foy, 2001) . Their treatment of trauma victims might affect their personal and professional lives (Canfield, 2005; Somer, Buchbinder, Peled-Avram, & Ben-Yizhack, 2004) . In a study on paramedics' reactions to human tragedy, Regehr, Goldberg, and Hughes (2002) found that exposure to difficult events, such as the death of a lonely older person, the abuse of an innocent child, the loss of a family member, and the suicide of a despairing victim had caused paramedics to develop an emotional connection to patients or to their bereaved families. This sometimes led to the development of vicarious trauma.
Vicarious traumatization (McCann & Pearlman, 1990 ) is defined as a process that might occur in people treating trauma, in which their inner experiences undergo a negative transformation as a result of committed and empathic engagement with the patient's traumatic experience (McCann & Pearlman; Pearlman & MacIan, 1995) . Vicarious traumatization might cause people to experience symptoms similar to posttraumatic stress disorder (PTSD) and emotional reactions that include negative imagery, a change in worldview (McCann & Pearlman; Regehr, Goldberg, & Hughes, 2002) , and intrusive thoughts, as well as a disruption of five cognitive schemata needs areas: trust, safety, control, esteem, and intimacy (McCann & Pearlman) .
In contrast, several researchers have recently addressed positive psychological effects and posttraumatic growth (PTG) among different emergency and rescue service personnel, who treat trauma (Halpern et al., 2009b; Paton, 2005; Regehr, Goldberg & Hughes, 2002; ShakespeareFinch, Gow, & Smith, 2005; Shakespeare-Finch, Smith, Gow, Embelton, & Baird, 2003) , and among workers in disaster areas, who were exposed to distressing scenes of death and destruction (Linley & Joseph, 2006; Shiri, Wexler, Alkalay, Meiner, & Kreitler, 2008) . Tedeschi and Calhoun (1996) coined the term posttraumatic growth to describe positive psychological changes in individuals following traumatic events (Calhoun & Tedeschi, 1999) . These included positive changes in self-perception, interpersonal relationships, and philosophy of life (Arnold, Calhoun, Tedeschi, & Cann, 2005; Calhoun & Tedeschi, 2006) .
Several qualitative studies have revealed positive emotions among ambulance personnel exposed to CIs. The positive impacts they described were on interpersonal relationships and personal growth (Halpern et al., 2009b) , as well as placing a higher value on their own relationships and perceiving them in a more positive light (Regehr, Goldberg, & Hughes, 2002) .
Coping Strategies
Various researchers have explored ambulance personnel's strategies for coping with the implications of treating CIs, and explained several strategies used in their encounters with these events. First, on the way to the event, ambulance personnel prepared themselves for the unknown situation by holding an "inner dialogue." While imagining the type of coping that awaited them, this dialogue helped them to remain alert and to deal with anticipatory stress (Jonsson & Segesten, 2004) . Second, during the event the ambulance personnel made a conscious effort to block their emotional reactions toward patients through a cognitive empathy strategy, facilitating their cognitive and technical means for coping with the event. They understood the patients' situation and suffering, but maintained emotional distance to preserve their ability to provide treatment (Regehr, Goldberg, & Hughes, 2002) . Third, conversing with someone who would serve as a container for emotions that might flood the ambulance personnel after the event assisted in internalizing the traumatic experience and in coping with difficult memories (Jonsson & Segesten) .
Compensatory acts were also a way of dealing with the implications of treating CIs. Comforting the bereaved family, attending a funeral, or visiting patients in hospital contributed to positive feelings among the ambulance personnel (Halpern et al., 2009b) . Some researchers mentioned other strategies used, including the use of "black humor" (Alexander & Klein, 2001; Halpern et al., 2009b) , anticipating the end of the shift, and thinking about their families and about interesting things unrelated to work (Alexander & Klein) , while avoiding thoughts about the current situation and keeping their thoughts to themselves (Halpern et al., 2009b) .
Factors That Help Efficient Coping
In accordance with the aforementioned coping strategies, we identified several effective strategies in the literature, which included training for ambulance personnel, and giving them time to recover and to receive support from family, friends, or the organization following exposure to CIs. Halpern et al. (2009b) attempted to develop effective interventions tailored to the emergency services' organizational culture. Study findings indicated the importance of training the ambulance personnel, their instructors, and families to identify signs of stress following exposure to CIs. Instruction and briefing prior to the event enhanced their sense of control and the development of effective coping strategies (Alexander & Klein, 2001 ). Alexander and Klein underlined the importance of providing recovery time between events to prevent the cumulative effect of emotional burden. This point was reinforced by interviews with ambulance personnel in the study by Halpern et al. (2009a) , who found that a break of half an hour to an hour among colleagues following exposure to a CI helped them calm down and release tension.
Researchers found that receiving support from family, friends, and intimate partners had a significant negative correlation with the degree of posttraumatic distress and depression among diverse emergency service personnel following a traumatic event (Regehr, Hemsworth, & Hill, 2001; Weiss, Marmar, Metzler, & Ronfeldt, 1995) . Paramedics who received social support following a traumatic event had fewer absences from work because of subsequent mental stress (Regehr, Goldberg, Glancy, & Knott, 2002) . In studies about the familial and organizational support following CIs, most of the ambulance personnel mentioned support from their partners or colleagues, but not from the organization. The results emphasized the need for available support from the staff and the organization to modify the sense of distress among ambulance personnel in general and paramedics in particular (Alexander & Klein, 2001; Halpern et al., 2009a; Regehr, Goldberg, & Hughes, 2002) .
In sum, the existing knowledge regarding the impact of the encounter with CIs on the experiences of ambulance personnel stresses mainly the negative implications for their mental and physical health, and devotes less attention to positive implications. In addition, the literature includes various reviews of strategies used by ambulance personnel for coping with the implications of their encounter with CIs, emphasizing mainly cognitive and behavioral strategies.
Most of the studies presented here were conducted using quantitative methods. Fewer qualitative studies have been performed addressing the experiences of the entire contingent of ambulance personnel (drivers, emergency medical technicians, paramedics, and supervisors) when encountering CIs. The individuals fulfilling these roles differ in their professional training, authority, and frequency of exposure to CIs, and hence the impacts of the encounter on them are diverse. Nevertheless, no picture is provided in the literature of how paramedics' experiences are shaped in their encounter with CIs and of the different implications involved.
The number of paramedics in Israel is steadily increasing because of population aging and growth, the expansion of morbidity, and the need to train paramedics for military purposes. As ambulance personnel, they are considered highly skilled paraprofessionals, who frequently provide life-saving intervention in serious medical crisis situations, especially during periods of violent conflict and terrorist attacks (Nirel et al., 2008) , Nevertheless, Israeli paramedics' experiences of encounters with CIs have been scarcely studied to date.
Therefore, the aim of this qualitative study was to examine the experience of encountering CIs and the coping strategies used among paramedics working in a large emergency service in Israel. The main research question was as follows: How do paramedics experience their encounters with CIs? This question led to two secondary questions: What is the impact of such encounters on the work and personal lives of paramedics? How do paramedics cope with the feelings and thoughts resulting from such encounters?
Method
In this study, we used a qualitative-phenomenological perspective, focusing on participants' lived experiences, seeking in-depth understanding of what people experience and how they interpret the life-world (Moustakas, 1994) .
Participants
We recruited the participants using purposeful sampling (Curtis, Gesler, Smith, & Washburn, 2000) . This was to ensure that participants represented a wide range of experiences in terms of professional seniority in service, types of events encountered, and variation in gender, age, and educational background. We contacted paramedics who worked for a large emergency service organization in Israel and introduced them to the topic of this study. Those who met the aforementioned sampling criteria and who expressed interest in participating in the study were included. Consequently, the study sample consisted of 15 paramedics (5 women, 10 men) aged 23 to 51 years whose seniority in a paramedical profession ranged from 1 to 26 years. They worked in mobile intensive care units and intensive care ambulances without a physician, and were based at the organization's stations in different parts of Israel. Their rate of exposure to CIs in the previous 6 months ranged from 20 to 150 events.
Qualitative research is based on small purposive samples of informants who are considered to be "information rich," consisting of participants who are familiar with or typify the research topic (Morse, Barrett, Mayan, Olson, & Spiers, 2002) . Thus, the depth provided by the sample compensates for its lack of representativeness of the general population (Patton, 2002) . In the present study, 15 paramedics provided suitably rich information, and saturation was attained.
Data Collection
We collected the data through in-depth semistructured interviews to allow the participants to tell their stories about the phenomenon under study in their own words, and to provide rich, comprehensive information regarding their experiences (DiCicco-Bloom & Crabtree, 2006; Patton, 1999) . The interview was based on an interview guide covering several content areas: the therapeutic encounter with CIs; its implications for the personal and professional domains, emotions and thoughts that arose in the encounter; and the paramedics' coping strategies. The interviews lasted between 1 and 3 hours. To create a quiet, calm environment, the interviews were conducted outside of the participants' workplace and work hours. The interviews were tape recorded and transcribed verbatim (McLellan, MacQueen, & Neidig, 2003) .
Ethical Considerations
After receiving approval for the study from the organization's review board, we contacted paramedics who corresponded to the aforementioned sampling criteria. We provided them with a detailed explanation of the research procedure. On receiving their consent, we arranged a time and place for the interview at the participants' convenience. We asked them to sign an informed consent form and promised to maintain privacy and confidentiality regarding any disclosed information. To prevent the close environment from identifying the participants, we changed their names and removed other identifying details from the interview transcriptions and the participants' quotes in this article.
Data Analysis
We used thematic content analysis for analyzing the data. This device is considered suitable when existing theory or research literature on the phenomenon under study is scarce, enabling attainment of information from study participants without imposing preconceived theoretical perspectives or categories on the data (Hsieh & Shannon, 2005) . We performed the analysis in two main stages. First, we identified initial themes that emerged inductively and flowed from the data from each separate interview. This stage included reading the interview transcripts repetitively, while listening to the recordings, to become familiar with the participants' stories and to identify central issues in each of the separate interviews (Patton, 2002) . We documented our first impressions, thoughts, and initial analysis. In the second stage, we examined themes that had arisen in the initial analysis of each separate interview, seeking connections, similarities, and differences between them. Consequently, we identified central themes that emerged from all of the interviews, which characterized the phenomenon under study and represented its meaning (Smith, Flowers, & Larkin, 2009; Thorne, 2008) .
Rigor
To ensure the quality and trustworthiness of the study and its findings (Lincoln & Guba, 1985) , we made a conscious effort to be aware of and bracket out our assumptions and attitudes in the context of the phenomenon under study. For example, while collecting the data we wrote a reflective journal in which we documented our feelings, thoughts, and internal conflicts before and after each interview (Finlay, 2002) . Thus, our interpretations represented the study participants' stories as far as possible, ensuring credibility. We documented all the stages of the study and its procedures to preserve an audit trail for transparency and coherence regarding the relationship between the study data and the findings and conclusions (Morse et al., 2002; Polit & Beck, 2010) .
The application of systematic data analysis, grounded in participants' narratives, maintained the study's dependability (Lincoln & Guba, 1985) . To achieve intercoder reliability (Schwandt, 2007) , each author performed the thematic content analysis separately, both by theme content and interpretation of their meaning across participants. We then examined comparatively our individual analyses, discussing differences and searching for joint agreement, thus enhancing trustworthiness.
Findings
Data analysis revealed two main themes. The first theme, "between connection and detachment," described the participants' experiences during three time periods: on the way to the event, during the event itself (while treating and conveying the patient to the hospital), and after the event (at work and at home). During these periods, the participants moved experientially back and forth on a connection−detachment continuum-between emotional detachment (from patients and their families), cognitive detachment (from the situation, the patient, and the family), and physical detachment (from the patient's family) at one end, and connection to all these factors at the other. This theme is divided into two subthemes, one relating to the experience of connection and the other to the experience of detachment. To achieve detachment, the participants used diverse coping strategies to disconnect themselves from emotions and thoughts resulting from their encounter with CIs.
The second theme, "between control and lack of control of the situation," is divided into two subthemes of control and lack of control: one relating to the participants' sense of control and the other to the experience of lack of control over the CI, its impact on their feelings, and the resultant coping strategies used during the event.
Theme 1: Between Connection and Detachment
Traveling to events during the working day involves a journey to the unexpected and the unknown. Although most of the participants in this study described deliberate detachment from reflecting on their emotions during this journey, a few participants described conscious emotions regarding the event, toward either themselves or the patients. In the following paragraphs, we present examples of these two situations.
On the Way to the Event
Emotional connection to the event and to the patients. Daphna (3 years' seniority as a paramedic) described her feelings on the way to resuscitate a baby:
Seeing it is frightening. I do not know, it is frightening if we get there too late, frightening that we will be late by a critical few minutes . . . because sometimes, it is a matter of life and death.
In the event described, the speed of the arrival of the ambulance personnel meant saving the patient's life, which apparently intensified the participant's sense of responsibility. Daphna was tuned to the event and to the baby's dangerous condition. Before her arrival at the incident, she was already alert and experiencing fear of encountering difficult, emotionally stirring scenes as well as of the danger that a delay in providing assistance could cost the baby his life.
Emotional detachment from the situation: Experience and coping strategies. Tali (5 years' seniority as a paramedic) described how she prepared herself for emergency events involving children: To experience confidence and to prepare for a situation whose details were, as yet, uncertain, most of the participants described focusing their thoughts on the technical activity and management procedures that they would need to perform on arrival at the scene. Participants employed such strategies especially on the journey to particularly serious events, such as a severe road accident with a large number of injuries, or when they were involved with children and infants in life-threatening situations. This was a way of "drilling" themselves and thus avoiding connecting to their emotions on the way to the event.
During the Event
Emotional connection to the patients. This emotional connection occurred when the chance of saving the patient was impossible or very unlikely, or when the participants had to use a life-saving treatment with a potentially fatal outcome in the long term. During these events, the participants experienced emotions such as pain, compassion, and helplessness. Yaniv (3 years' seniority) described his feelings toward older patients in life-threatening situations:
With patients for whom I know that an endotracheal tube is likely to be their death sentence, I do make other considerations, but once again, up to a certain limit . . . which is a medical limit, not an emotional limit. Compassion is, maybe, the only feeling [which I experience], when I know that it is supposed to be a life-saving procedure, but that it carries the risk of being the last treatment that the patient will ever have.
Yaniv described an event in which his practical action could have eventually caused the patient's death. He felt compassion toward him, but as he said, in his own words, "up to a certain limit." In practice, Yaniv attempted to maintain the patient's condition without invasive intervention. From this point on, it was the medical rather than the emotional limit that determined how he would function.
Emotional detachment from the patient: Experience and coping strategies. During the event, the participants focused on technical activity as a means of detaching emotionally from the patients. Based on the participants' descriptions, this was one of their more prevalent strategies for coping with the stress of the encounter. Ayala (5 years' seniority) described this: I feel far more responsibility when I see that the patient depends on me. . . . He looks at me as if to say, "I am depending on you to save me, that is why I called you here." That is a much bigger responsibility than with someone who isn't talking to me or looking at me. In those cases, I feel less stressed, because he is just something that I am treating. When I'm resuscitating, I generally detach from the patient's emotional side. I do not relate to it, because there is no one to talk to. I relate only to the procedures, what needs to be done-infusion, ventilation, and so on-as opposed to someone who is talking to me, when I need to relate to his emotional side and make sure that he receives everything in an appropriate way. . . . That is much more difficult than treating a patient who isn't talking.
Ayala referred to the difficulty involved in the personal and emotional attitude toward patients. She made a distinction between a situation in which patients made eye contact with the paramedics or spoke to them and a situation in which communication was prevented by their medical condition. She described how, in the first instance, direct communication with the patient reinforced her sense of responsibility. In the second instance, this sense of responsibility was weakened with the emotional detachment achieved, enabling focus on the medical procedures necessary to save the patient's life, while avoiding relating personally to the man himself.
Emotional, cognitive, and physical detachment from the patient's family members: Experience and coping strategies. The presence of the patient's family at the scene of the event while the patient was being treated was distressing for the participants and hindered their ability to detach emotionally; they used a variety of tactics to cope with this difficulty. These included physical detachment from the family members and distancing them from the scene, and projecting their own composure onto the patient's family members. Daphna (3 years' seniority) described the sense of responsibility and professional obligation to save the life of a young girl, who still had a chance to live. She described taking concrete steps to detach emotionally from the parents:
We saw a policeman running toward us holding a little girl, who looked bluish-black . . . and we knew this was a case of near-drowning. She was all wet and she wasn't breathing, but luckily she had a pulse, so we treated her very fast with life-saving procedures and very quickly flew her to the hospital emergency room. . . . That little girl was saved. . . . You sense their [the parents'] suffering, feel their misfortune. You see everything with your eyes, but there isn't too much time to reflect on what the mother is feeling at that moment. I have a baby in my arms and I am responsible for her, and very often I prefer to close the ambulance doors and not let the family inside, because it will disturb me when providing the treatment. Some procedures need immense concentration if they are to be done properly.
Daphna described being on two dimensions simultaneously. The baby's critical condition forced her to focus on the practical dimension, while exercising emotional, cognitive, and physical detachment from the parents, whose presence alongside their child would be natural, appropriate, and necessary in other situations of illness. Nevertheless, on the emotional dimension, this participant sensed empathy with the parents' anxiety and suffering, and was aware of her feelings. Therefore, practically (and maybe metaphorically), she closed the ambulance doors and did not allow entry to the parents, thereby maintaining her emotional distance from them and securing her ability to treat the child.
After the Event
Emotional connection to the patients, their families, and to other ambulance personnel. The participants were plagued by difficult emotions and thoughts even after completing treatment in CIs. Ayala (5 years' seniority) described such an experience:
I performed resuscitation on a forty-year-old man . . . he had been completely healthy and suddenly, cardiac standstill! His wife found it very hard to cope. . . . They have two small children. The resuscitation was successful in the end, but he remained in a vegetative state. . . . I know that this could have been avoided if the team who got there before us had resuscitated him properly . . . and the result was that although he survived, his situation was very bad, which is frustrating. Ayala's description represented the experiences of participants in situations in which they failed to save a patient's life, or when the patient was left severely damaged. This difficulty intensified when patients were young-infants, or children-and when they sensed that death or serious injury could have been avoided. They reported experiencing a range of emotions such as helplessness, frustration, sorrow, pain, compassion, anger, irritation, fear, self-blame, and/or blame of the patient or the patient's family for the medical outcome.
Emotions regarding their own and their family's fate: Experience and coping strategies. Through treating a variety of illnesses and injuries and the exposure to traumatic events, the participants confronted personal fears regarding themselves and their families. These penetrated the private domain, as described by David (24 years' seniority):
You start thinking that it will happen to you, some kind of CVA [cerebrovascular accident]. There's nothing more frightening than that. As a paramedic, I would even know what was happening to me. We often talk about how frightening it will be if we actually understand that we are in a catastrophic situation. We kind of laugh about it: "What will it be like when I'm going to die? What will be the last words that I'll hear?" The rescue team will arrive and I will feel as though I'm drowning in my pulmonary edema and the last words that I will hear will be the apprentice [from the paramedics course] saying, "I want to do the endotracheal tube." . . . We are going to set up a secret society at work, and we're going to swear, like a blood oath . . . a Mafia oath, that we will never let each other get to that situation. It really frightens us.
David was terrified by thoughts of the possibility that some day he might find himself in a life-threatening situation and even on the brink of death. He experienced difficulty in ignoring his fears because of his broad medical understanding of the severity of such cases. The mechanism of detachment from emotions and visions, which was presented in previous examples, was ineffective in this case, and the participant presented an additional style of coping, which involved the mutual support of his colleagues. They made a binding decision (a type of blood oath) to save each other from the suffering involved in critical situations. This decision helped calm their fear.
Emotional and cognitive detachment from the day's events at work:
Experience and coping strategies. Detachment from the experiences at work emerged as an essential need in preparation for the participant's return home at the end of the shift, as described by Amir (24 years' seniority):
Of course it happens at first [that emotions are aroused]. You get hysterical at home and maybe a bit depressed. But that's when you're a beginner, and later, you get used to it. If I hadn't gotten used to it, I do not believe that I would have stayed. It would be impossible to continue! You would fall apart! It would be impossible, with all the things you see, and dealing with illnesses and terrible things, the whole time. If you bring it home every day, it will end, at some point. If you can't make the separation, you can't go on with it.
This participant described the need to separate the home and work domains, and he attributed his ability to make this separation to years of cumulative experience. His need for emotional and cognitive detachment in preparation for returning home at the end of a day full of difficulty and pain was essential for preserving his mental well-being and his ability to function in difficult events in the future. These were an inseparable part of his work.
Theme 2: Between Control and Lack of Control of the Situation
The participants' encounters with CIs evoked varied emotions, which were influenced by their sense of control or lack of control of the situation. Those who sensed cognitive and functional control of the situation had a positive, empowering experience. Those who sensed a lack of this type of control had a difficult, negative experience. In the following paragraphs, we present examples of both types of situation.
Control of the situation. When participants had succeeded in saving a patient's life, and when the patient had responded well to the treatment, most of them had felt in control and, hence, had experienced positive emotions. Asaf (4 years' seniority) described his feelings:
At the moment when I have stabilized the patient and we're on the way to the hospital and I know that I was in control of the situation, I feel as though I have really provided the treatment that I was supposed to give. I think that every paramedic knows whether he or she has treated a patient well or not. The moment that you feel as if you have treated someone well, you even breathe a sigh of relief . . . you feel good about yourself: "Wow, well done . . . I did this and that." . . . Personally, I feel as if I know what is happening and I know that I have finished treating that injured person. I feel a degree of calm and lessening of all that tension that I was in.
When Asaf succeeded in saving and stabilizing the patient, his self-experience was of a good and skilled professional, which gave him a sense of control over the event. In this situation, he was able to release the tension that he had experienced during the event, and to calm down. He experienced positive emotions, satisfaction, and the sense of self-worth.
Personal and professional satisfaction. The study participants described frequently experiencing difficult emotions in relation to their work. At the same time, they described personal and professional growth from their exposure to CIs. This contributed to them both personally and professionally, and evoked positive and empowering emotions. These emotions were derived partly from the participants' sense of control over the situation, as described by David (24 years' seniority):
In cases when the patient is in a critical or life-threatening condition, or is clinically dead, you can still work miracles. Each and every one of us who has been working for many years has a long list of patients at whom they can point and say, [emphasizing each word] "If it were not for me, he would not be here" . . . because I was taught well, and I learned, and I know, and I have skills, and I made the right decisions, quickly, and I managed my team well. That man or that woman or that child are alive today and are with their families, and that is what gives us satisfaction.
David acknowledged the meaningful role that he had played in saving patients. This insight granted him a sense of being in control of the situation when he experienced success in his job. While telling the story, he emphasized his positive capabilities ("I made the right decisions"; "I managed my team well"), which all confirmed his belief that he was playing an essential role and that people needed him and depended on him. He experienced satisfaction and the sense of self-worth.
The Sense of Lack of Control: Experience and Coping Strategies
Although the outcomes of some events led to participants' sense of cognitive and functional control of the situation, some events ended differently. Most of the participants had experienced a lack of control during an event in which they had been unable to help the patient because of limited resources. They might have lacked knowledge or equipment, or might have been required to make a critical decision for the patient. The lack of control in these situations, or what might have happened in the future, evoked difficult emotions. Asaf (4 years' seniority) depicted this:
I had an eighteen-year-old pregnant woman who was brought into the ambulance at 30 weeks, and it was her first pregnancy. She thought it was a stomach ache. A few seconds later she gave birth to a premature baby. On the paramedics' course, you never learned what to do with a premature baby . . . and suddenly, you see something that is so small, which you have never seen before, not even at normal births in hospital . . . and there's a feeling of helplessness because I do not even know if I'll know how to care for it. . . . What should I do now? How do I cope with something so small? . . . Will I be able to open a vein for the infusion? I'm not sure, because everything there is so small. Have I got the right equipment here? . . . You never know how those cases are going to end, and you're incapable of treating the person properly, like you'd be able to if he was just a little bit bigger.
Asaf experienced helplessness, which was derived partly from his appreciation of his highly responsible role at the unexpected premature birth and partly from his understanding that he lacked the required skills and equipment to intervene in this type of emergency. He expressed doubts regarding his professional abilities, and these only increased his experience of lack of control in the situation.
The participants described using coping strategies during events in which they experienced lack of control. Tali (5 years' seniority) described coping with the sense of helplessness during an event in which a child was in a life-threatening situation:
The meaning of the word helplessness, as I perceive it, is as if you [are saying to yourself], "Wow, there is nothing I can do." There is nothing I can do if he just dies. . . . So I can feel helpless. But in this case, you have an obligation. It's as if you're saying, "Wow, what will I do?" Some kind of helplessness, which is genuinely very momentary, because as soon as you get there and receive the child in your arms, you do whatever you can . . . to move on from that starting point of helplessness. That [the sense of helplessness] is something terrible, in which you're not active, as if you are stuck in some situation.
Tali experienced momentary helplessness following her sense of a lack of control during the event. She made the distinction between the sense of helplessness following "genuine" inability to save the patient because of his medical condition and the sense of momentary helplessness derived from her fear that she would not bring him any benefit. This feeling passed once she understood that assistance was possible. The sense of the lack of control was uncomfortable for Tali, because the professional demand from paramedics is to be in control so as to be able to function immediately in a life-saving capacity. Achieving control through some kind of action helped Tali to neutralize her negative emotions.
When referring to a CI in which Nick (20 years' seniority) was not present on his own, he said, Nick emphasized how the entire ambulance staff benefited from discussing what had happened during a CI, even if they had not been present at the event. Such discussion was beneficial to the participants because it helped to create a sense of control in similar situations in the future.
Discussion
The findings of this study show that paramedics experienced dramatic encounters with CIs. Given the fact that they were frequently called out to treat people in lifethreatening situations, they were faced with professional and emotional challenges alike (Jonsson & Segesten, 2003) , to such a degree that they experienced negative and difficult emotions (Halpern et al., 2009b) . Nevertheless, in addition, the paramedics reported positive and empowering emotions when experiencing a sense of control of the situation.
The study was conducted in Israel, where terrorist attacks, including the firing of missiles on civilian areas, are part of a tough, ongoing reality. This notwithstanding, in the present study findings revealed that the main challenge facing most paramedics in Israel was their everyday encounters with CIs, which were not connected to terror. In a study by Nirel et al. (2008) , the type of CIs most frequently mentioned as difficult by the Israeli paramedics (56%) involved children (death, resuscitations, and accidents), whereas only 16% mentioned disasters and terrorist attacks, including Qassam rocket attacks, as particularly difficult incidents.
Emotional Connection
The paramedics in the present study scarcely elaborated on their experiences on the way to the event. It can be assumed that they devoted only little attention to the time spent on the journey to the event because of its short duration and because the full intensity of the experience of the encounter was expressed both during and afterwards.
The paramedics in the present study experienced severe frustration and helplessness, and even self-blame (see also Halpern et al., 2009b; Jonsson & Segesten, 2004) . Such emotions were manifest especially during events involving infants, children, or young patients, and when the chances of saving them were either very slight or hopeless, even after exhausting all possible treatments (see also Dyregrov & Mitchell, 1992; Halpern et al., 2009b; Jonsson & Segesten, 2003) . The paramedics' fierce desire to assist the patient using tools and skills acquired in the professional training, as well as their sense of powerlessness, led to the undermining of their professional confidence and to repeated self-reflection regarding their functioning during the event. However, the paramedics also blamed the staff, who had treated the patient before their arrival at the scene, for the event's disastrous outcome. Projecting difficult feelings onto someone else enabled the paramedics to distance themselves from such negative emotions, thus alleviating their own emotional distress.
Through the treatment of patients and the exposure to traumatic events, the paramedics in this study were subsequently confronted with the fear of aging, death, and illness regarding themselves, their children, and other relatives. These fears were difficult to contemplate and were even repressed on a day-to-day basis. The human belief in their lack of vulnerability, expressed through the tendency to believe that terrible things will happen to others rather than to themselves (Dyregrov & Mitchell, 1992) , might have protected them and allowed them to experience a sense of control over their lives. Nevertheless, the repeated encounter with events that were difficult to contain might have cracked the illusion of strength. The sense of personal vulnerability might have been intensified by their understanding of the significance and severity of the situations requiring their attention.
Emotional Detachment: Experience and Coping Strategies
The paramedics described their emotional detachment experience in various ways and for the event's three time periods. On the way to the event, they used two means of emotional detachment: one involved thinking and preplanning for the anticipated event and the other involved imagining how it would unfold (see also Jonsson & Segesten, 2004) .
During the CI, the paramedics' mode of functioning might have affected the patients' medical condition and tipped the balance toward life or death, and hence, they carried a huge responsibility. To achieve detachment, the paramedics described their personal and professional coping strategies, which helped them to deal with their difficult emotions and enabled them to function efficiently during the event. The paramedics used emotional detachment from the patients and their families to protect themselves from difficult events that might have stirred them emotionally.
The emotional detachment strategy employed by nurses and physicians has been described in the literature (Sorensen & Iedema, 2009; Tutton, Seers, & Langstaff, 2008) . Also addressed in the literature is the emotional distancing strategy among ambulance personnel (Dyregrov & Mitchell, 1992; Jonsson & Segesten, 2003 Regehr, Goldberg, & Hughes, 2002) , and among nursing staff in various treatment settings (Blomberg & Sahlberg-Blom, 2007; Goldblatt, 2009; Sandgren, Thulesius, Fridlund, & Petersson, 2006; Wallerstedt, Benzein, & Andershed, 2011) . In the present study, the paramedics described detachment and distancing-the two aforementioned strategies-but most of them used the word "detachment." Those who did not mention detachment observed that the two words have different meanings. They made a clear distinction between distancing from the emotional experience, which reduced their emotional involvement in the situation, and total detachment from it, which completely neutralized their emotional involvement.
One of the prevalent tactics used for emotional distancing/emotional detachment from patients and their families during the event was focusing on technical activities. This tactic helped the paramedics cope with the difficulties and stress associated with these events (see also Dyregrov & Mitchell, 1992; Jonsson & Segesten, 2003 Regehr, Goldberg, & Hughes, 2002) . Nonetheless, because the paramedics' work was guided by flow charts (professional protocols) directed toward technical/mechanical activity, several paramedics in the study explained that this type of detachment is typical of their work, which is focused on technical activity and emotional detachment from patients and their families in critical and noncritical incidents alike.
Physical Detachment: Experience and Coping Strategy
Most of the paramedics described an additional coping strategy when referring to events involving infants or children. In such cases, they physically detached themselves from the patient's parents during the event and used different ways to distance them from the scene. This was because they were afraid that the parents' presence would disturb their concentration and hinder their ability to function efficiently while administering treatment. Several other studies have also showed that the fears described by professionals (nurses, physicians) regarding the presence of parents at such events related mainly to the possibility that they would disturb the medical procedure (Dingeman, Mitchell, Meyer, & Curley, 2007) by distracting them and intensifying their sense of stress and anxiety while performing the treatment.
Several studies have examined the actual presence of parents at these events, in hospital. It was found that in general, the parents' presence during treatment neither caused a disturbance nor affected the performance of the treatment staff (Dingeman et al., 2007; Mangurten et al., 2006; Miller & Stiles, 2009 ). In contrast, in a study conducted in a prehospital setting among paramedics, it was found that the presence of the parents of a child undergoing resuscitation did have a negative effect on their professional functioning (Compton et al., 2006) . The paramedics in the present study worked in small teams and were, therefore, unavailable to give attention to the parents of infants or children. Hence, they chose to disregard the parents' current emotional state and to distance them from the scene of the event.
Control of the Situation: Positive and Empowering Experiences
Most of the paramedics experienced a sense of control of the situation when they succeeded in saving the life of the patient or when the patient responded well to the treatment. This success produced instant positive feedback for their work. The sense of control during the event, which was based on their understanding of what was happening and on their professional skill, enabled the paramedics to experience growth and positive emotions, such as a generally good feeling and a sense of satisfaction and self-worth.
In the present study, the sense of self-worth appeared to be linked to the nature of the paramedical profession. The paramedics' ability to apply their knowledge and skills to life-saving procedures and the fact that their profession played this crucial role in society enhanced their sense of self-worth and satisfaction, which empowered their personal growth. Findings from previous studies have indicated similar feelings among emergency service personnel who were first to arrive at the scene of an accident (Elmqvist, Brunt, Fridlund, & Ekebergh, 2010) and among nurses who treated dying patients in their homes (Wallerstedt et al., 2011) . These professionals' unique area of knowledge and their critical role in the organization granted them the sense of being appreciated (Wallerstedt et al.) , empowering their sense of protection and self-confidence (Elmqvist et al.) .
Professional identity is defined as a self-image that enables personal harmony and a sense of satisfaction from professional activities (Trede, Macklin, & Bridges, 2011) . This develops when the professional behaves in accordance with behavioral values and patterns appropriate to society's expectations of a person filling that role (Paterson, Higgs, Wilcox, & Villeneuve, 2002) . When the paramedics in the present study sensed control during the event, they were able to maintain their positive professional identity and self-image and to strengthen their professional confidence. Hence, they experienced growth and positive emotions both during and after the event. Figure 1 presents the process undergone by the paramedics who experienced a sense of control.
The Sense of Lack of Control: Negative and Difficult Experiences
Nevertheless, the paramedics also experienced events in which they were unable to assist patients because of limited resources or because of unexpected outcomes, such as situations in which the patient's condition deteriorated despite having received the paramedic's help. In these cases, they experienced the sense of a lack of control. This was a cause of discomfort because of the nature of their role and the professional demand to remain in control to save lives. The sense of a lack of control appeared to undermine their professional identity and self-image, as well as their professional confidence (Halpern et al., 2009b; Jonsson & Segesten, 2004) . This was manifest in the paramedics' expressions of doubt regarding their professional abilities and their degree of suitability to the profession. They experienced stress, helplessness, anger, and guilt. Figure 2 presents the process undergone by paramedics, who experienced the sense of a lack of control.
Society expects ambulance personnel to be capable of functioning efficiently in highly stressful situations without being emotionally shaken by the difficult scenes and situations involved in their work (Jonsson & Segesten, 2004) ; the paramedics have similar expectations from themselves. These self-perceptions might be cracked when paramedics discover that their encounter with a CI makes them feel vulnerable, hampering their functioning in the event. The paramedics in this study appeared to have difficulty containing this sense of vulnerability. Miller (1995) used the expression "tough guys" to characterize the professional identity of emergency personnel, including paramedics. These characteristics included adaptation ability, defensive toughness of attitudes, as well as determination, which were essential for effective functioning in such events. The vulnerability and sensitivity experienced by the paramedics in this study in certain CIs were incongruent with their professional self-expectations; thus, they experienced threat to their professional identity and self-image.
Paramedics' Coping Strategies Regarding the Sense of Lack of Control
The sense of the lack of control was uncomfortable for the paramedics. Therefore, they used several strategies to detach themselves from the subsequent difficult emotions. During the event, one of these strategies included their preference to act rather than doing nothing. Achieving control through some kind of action helped them to neutralize their negative emotions.
CIs involved a heavy emotional burden. Similar to the descriptions in the literature, the paramedics in the present study, on the completion of events, used cognitive coping strategies such as reviewing and reconstructing the event while alone or with their colleagues. They used this strategy also to contemplate events at which they had not been present. The purpose of this was to meet their need to process the experience and understand what had occurred, and to learn lessons and draw conclusions for the future (Elmqvist et al., 2010; Jonsson & Segesten, 2003; Regehr, Goldberg, & Hughes, 2002) . Processing their experience in this way helped relieve the emotional burden, and reviewing the event allowed the paramedics positive reframing of their actions. This reassured them that they had acted correctly, and they perceived the event as a learning experience (Regehr et al.) . These processes granted the paramedics a renewed sense of control of the situation as well as professional confidence.
Finally, despite the paramedics' continued encounters with varied traumatic events, their experience appeared not to come under the category of vicarious traumatization (McCann & Pearlman, 1990; Pearlman & MacIan, 1995) , which is characteristic of professionals with longterm exposure to victims of trauma. The paramedics reported neither fundamental changes in worldview nor functional and social difficulties, which resemble PTSD reactions (American Psychiatric Association, 2000) . Although the paramedics reported experiencing difficult emotions both during and after the events, these situations passed after a short time and they continued with their work. It might be that the paramedics were protected, to an extent, by the demands of their role. Paramedics are required to be constantly on the alert to fulfill their life-saving role. The paramedics in the present study expressed satisfaction with their work, which they considered to be meaningful and very valuable. Therefore, they might not have been able to afford to allow themselves to experience functional or social difficulties during and after the CI. Paramedics whose encounter with CIs led to difficult and negative experiences and those whose experiences were empowering and positive included positive emotions in their descriptions, indicating a meaningful experience from which they had benefited and had even derived professional and personal growth. The description of the positive dimensions of the paramedics' experiences corresponds with the descriptions of positive changes that occur in the self-image and philosophy of life of therapists of trauma victims (Arnold et al., 2005; Calhoun & Tedeschi, 1999 . The paramedics' experience of control and meaning in successful intervention with some CIs might have balanced the negative emotions and the sense of a lack of control during interventions with other CIs. This meaning motivated them to continue in the profession despite its associated difficulties and stress.
Study Limitations and Suggestions for Future Research
This study was based on a purposeful sample that included 15 paramedics who constituted 3.2% of all paramedics in the largest emergency service organization in Israel. This sample did not represent paramedics from all of the emergency organizations in Israel, and therefore, caution must be used when generalizing the study findings to all paramedics. Nevertheless, because this is the largest emergency organization in Israel, the findings can be tentatively applied to its own paramedics and to those in other organizations who are exposed to CIs.
The findings might serve as the basis for several future studies, which would expand existing knowledge about the impact of the encounter with CIs on ambulance personnel in general, and paramedics in particular. For example, exploring the experiences of ambulance physicians and drivers, as well as supervisors, might deepen understanding of the overall experiences of the entire personnel, both in Israel and in other countries. In addition, in line with recent findings on posttraumatic growth among different emergency and rescue service personnel (Halpern et al., 2009b; Paton, 2005; Regehr, Goldberg, & Hughes, 2002; Shakespeare-Finch et al., 2005) , it is essential to address the positive impact of such encounters with CIs and trauma on ambulance personnel, including paramedics, so as to grasp the diverse dynamics of this encounter.
Practical Implications
In this study, we found that paramedics experienced both negative and positive emotions both during and after their encounter with CIs. In spite of this, they reported that in the year before their participation in the study, they had not been involved in any support activity initiated by their organization. This fact points to the fundamental need to develop supervision programs, as well as individual or group support for paramedics, before and after their encounter with CIs. The development of a training program to deal with this subject might assist paramedics to create coping strategies and to enhance their sense of control while intervening with CIs. These programs will increase the paramedics' awareness of the impact of CIs and might help them to recognize the need to accept help, when necessary. They might also help them to express their emotions and fears prior to and following exposure to the event (see also Alexander & Klein, 2001; Regehr, Goldberg, & Hughes, 2002) . These programs might also serve as a means to identify paramedics who need prolonged psychological support (Jonsson & Segesten, 2003; Mitchell, 1983) .
Conclusion
A large number of the events to which paramedics are exposed at work constitute encounters with CIs. Through this therapeutic encounter, they might sense a threat either to their mental well-being or to the life of the patient. Connecting to their emotions regarding the patients and their families might evoke difficult feelings in paramedics that threaten their professional identity and self-image. By navigating and regulating their emotions toward patients and/or their families, the paramedics were able to continue to function in their personal and professional lives. Striking a balance between emotional connection and detachment with regard to the patient is not easy, but is essential for the paramedics to function and to cope with CIs. Efficient coping would reduce the risk of developing vicarious traumatization, leading to professional and personal growth.
